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Abstract 
Background: Midwives are globally recognised as health professionals who specialise in caring for 
childbearing women with a vital role in maternal and neonatal health care. Despite the midwifery 
profession being an autonomous profession, there are many struggles to attain recognition within its 
formal scope of practice in some countries.  
Objective: This study was undertaken to explore the views of pregnant women in Thailand regarding 
the role of midwifes and their selection of intrapartum care providers in order to understand their 
perceptions about giving birth with a midwife for normal pregnancies.  
Design and setting: An online descriptive survey collected the views of 149 Thai pregnant women.  
Findings: Not all participants were clear about the role of midwifes during labour and birth. Around 
one third of the women surveyed could identify all tasks of midwifery during labour and birth 
including conducting normal birth, placenta delivery, and perineal suturing; hence, the majority was 
unclear about what a midwife does.  This study found that, although Thai women believe midwives 
play an important role in birth support, they did not necessarily consider them to be the main provider 
and/or be solely responsible for conducting the birth of the infant in healthy, low risk pregnant 
women. Instead the expertise of the physician was recognised as pre-eminent in conducting normal 
births. Pregnant women indicated they were more confident with a physician in comparison with the 
midwife during labour and birth.  
Conclusion and Implications for Practice: It is very concerning for midwifery as a profession that 
there is a current lack of visibility of the midwives to practice within their scope of practice in 
Thailand. More research is needed on the demonstrating the value of midwives as primary carer in 
the context of midwifery practice in Thailand. Thai midwives need be in a much stronger position to 
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make improvements to maternity care in Thailand and potentiating improved choice and 
empowerment for women whilst aiming for better pregnancy outcomes. There is a need to mobilize 
resources and strategies to introduce midwife-led continuity of care and improvements to midwifery 
care in Thailand.   
  
Keywords: Roles of the midwife, Thailand, intrapartum healthcare providers, pregnancy outcomes 
 
Introduction 
Midwives are health professionals who specialise in caring for childbearing women and globally have 
an essential role in conducting normal vaginal birth.1 Normal vaginal births provide benefits for both 
mother and infant, particularly with reducing postpartum complications and increasing mother-infant 
attachment which potentiates breastfeeding success.2 It has been reported that a normal vaginal birth 
provides maternal satisfaction, shorter hospital stays, and faster recovery compared to caesarean 
section.3  However, the number of caesarean sections has nearly doubled worldwide since 2000, to 
about 21 percent in 2015.4 Currently 18.6% of all births from 150 countries occur by caesarean 
section, ranging from 1.4% to 56.4%.5 Even though a caesarean section is one of the most common 
medical procedures for a lifesaving intervention in complicated pregnancies, it is recommended they 
should be less than 15 percent of births, due to complications.6  In Thailand, the rate of caesarean 
sections have escalated from 15.2% in 2009 to 32.7% in 2016 reflecting the nation having the third 
highest caesarean section rate in Asia.7,8 Caesarean section can be detrimental to both health of mother 
and infant2 while contributing to longer hospital stays  which impacts on valuable and scarce health 
service resources.3  
A midwife is a trained health professional who cares for pregnant women including supporting 
women and their families, providing consultation, conducting normal birth for low-risk pregnant 
women, and assisting them to maintain healthy pregnancies.1 However, the role of the midwife 
remains unclear in many countries through poorly articulated policy and lack of regulatory 
frameworks resulting in a perceived lack of clarity for the midwife’s role by the public.9,10  In 
Thailand, midwives are responsible for taking care of low-risk pregnancies whereas the obstetricians 
manage high-risk pregnancies.11 Nevertheless, a recent cluster survey reported that most of the births 
in Bangkok were assisted by obstetricians, with only 1% delivered by the midwives.8 In Thailand, 
deliveries in rural area are more likely to be assisted by obstetricians (78.6 per cent) compared to 
deliveries by midwives (20.4 per cent) and other healthcare providers (1%).9  However, women living 
in rural areas were delivered babies by midwives’ higher rate than those who living in metropolitan 
area (20.4% and 10.7%, respectively).8   
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Midwives seem to lack autonomy as primary carers in public health services, leading to their 
role being not well recognised by pregnant women.9,12 Pregnant women’s perceptions regarding 
healthcare professionals’ impact on their healthcare choices.13 There are significant gaps in 
understanding Thai pregnant women’s perceptions about giving birth with a midwife, as they are 
viewed as specialists in conducting vaginal deliveries in normal pregnancies.2 This paper reports on 
survey findings about Thai pregnant women’s perceptions regarding the midwife’s role during labour 
and birth, and, in particular, identifies their views in relation to choosing intrapartum healthcare 
providers. Therefore, an understanding of the role of the midwife from the viewpoint of pregnant 
women will allow researchers to clearly identify what is known, incorrect, or unknown by the users 
regarding the role of midwives as primary cares in intrapartum and further understand current 
midwifery practices in Thailand. 
Method 
A quantitative descriptive survey was used with the purpose of exploring with pregnant women their 
perceptions about antenatal experiences/choices as well as any previous pregnancy reflections.   
An online survey was selected as a potentially useful methodological tool as the goal was to obtain a 
wider representation.14 Additionally, this tool was relatively easy and convenient for the participants 
to access via a smartphone or tablet allowing participants to select a personally convenient time to 
complete the questionnaire.14,15,16 Facebook recruitment postings were sent out accompanied by 
messages to the administrators of select Facebook groups, such as parenting, maternal and birthing-
related groups, informing them about the survey and the ethics approval, while requesting them to 
post the recruitment information and the survey link to the target group’s Facebook group or page. 
Snowball sampling technique is an effective convenience sampling strategy used to access 
difficult to reach target populations, especially within a social network.17 Therefore, this survey also 
used snowball sampling by providing the addition of the statement: “feel free to share” on the 
recruitment flyer to encourage people to share the survey with their Facebook friends. Ethical 
approval was sought and received from the Social and Behavioural Research Ethics Committee 
(SBREC) (8262) and the Institutional Review Boards (MURA2019/339), in line with the National 
Statement on Ethical Conduct in Human Research guidelines and the ethics-based International 
Guidelines for Human Research Protection. The survey provided the requisite introduction and 
information to enable informed consent from the respondents to participate as volunteers. 
 
The survey questionnaire consisted of 17 questions couched within two sections incorporating 
both closed- and open-ended questions. The first section of the questionnaire consisted of 
demographic questions including geographical area of residence, gestational age, pregnancy parity, 
35
Journal of Asian Midwives (JAM), Vol. 7, Iss. 2 [2020]
Published by eCommons@AKU, 2020
4 
 
age, education, and monthly income. The second part of the questionnaire asked about the 
participants’ perceptions of the roles of the midwife to explore what they perceived that a midwife 
does in relation to maternity care including the following: “Do you think the midwives attends to the 
following tasks during labour and birthing such as conducting normal vaginal delivery, encouraging 
pushing, performing placenta delivery?”, “Can you describe the differences in roles between the 
midwife and the physician in labour room?”, “How confident do you feel with physician during 
labour?”.   
The data were collected from the Qualtrics site before entering into the IBM SPSS for 
Windows™ Version 25.18 Descriptive statistics, including frequencies and percentages, were used to 
describe the characteristics of the sample. To explore the role of the midwife from the perceptions of 
the pregnant women, the variables in the study focused on the role of the midwife, especially in 
relation to conducting normal vaginal delivery, performing placental delivery, and performing 
suturing in light of the midwives’ role not being recognised in Thailand.11 A Chi-square (χ2) statistical 
test was used to measure the relationship between the perceptions of the respondents about the tasks 
of the midwife, which included conducting normal vaginal delivery, performing placenta delivery, 
performing suturing, and their geographical area of residence. The Wilcoxon matched-pairs test 
results were presented in relation to the confidence scores for the intrapartum care providers and 
comparing the perceptions of the respondents in relation to normal vaginal delivery by a midwife or 
a physician.  An inductive thematic analysis of the qualitative data was undertaken to assist with 
further understanding of the perceptions of the respondents about the role of the midwife.19 The data 
were categorised by researchers into themes by firstly familiarising with the data to achieve an 
understanding of the context. Then, each comment was assigned preliminary codes in order to capture 
the essence of each statement before labelling and analysing and sorting those codes into themes.19 
Finally, the data was categorised into themes as new variables quantifying how many participants 
perceived the information related to each category, and these new variables were presented in the 
descriptive results to support the quantitative findings. 
Findings  
Characteristics of the sample  
The number of pregnant women recruited in the study was 149 (249 were excluded due to software-
based technical difficulties resulting in incomplete surveys). Sixty-three per cent of women lived in 
the metropolitan area, and 37% lived in rural areas. Sixty per cent of participants were primiparous 
women, and the majority (88%) were in their second and third trimester pregnancy.  Most participants 
were 21-40 years old (93%) and had qualified with a bachelor’s degree (61%). Their monthly incomes 
were less than 550 USD (38%) or between 550 – 735 USD (29%), which covers all classification of 
monthly income except for the higher income group in Thailand.20 Women of high economic status 
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are able to selection of type of birth and healthcare providers in a private hospital.21 Most participants 
in this study, thus, may have been less likely to have options about type of births and/or healthcare 
providers available due to cost of care.  
Perception of a midwife’s role 
The survey responses demonstrated that the majority of respondent reported “not sure” or “could not 
explain” a midwife’s roles or tasks. Most of the participants indicated that a midwife’s responsibilities 
during labour and birth included performing vaginal examination (58%), diagnosing true labour pain 
(66%), and encouraging pushing (85%). However, tasks such as assessing the progress of the labour 
and preventing blood loss were reported by only less than half of the respondents. Importantly, only 
33% of pregnant women identified conducting normal vaginal delivery as being the role of the 
midwife, and similarly performing placenta delivery (33%), perineal suturing (29%), and performing 
cord cutting (39%) were listed as midwifes’ responsibilities.  
There was no statistically significant relationship between midwife’s roles in relation to 
conducting normal vaginal delivery, performing placenta delivery and where the participants’ resided 
(see Table 1). The participants’ perceptions of perineal suturing as the midwife’s role showed a 
statistically significant association with pregnant women’s living areas (χ2 (2, n=149) =6.389, p = 
0.041, Cramer’s V = 0.207). In addition, respondents’ comments regarding the role of the midwife 
alluded to supportive supporting care during labour and birth as well as responsibility as the 
physician’s assistant. There were some negative comments on midwives within the description of 
roles such as “midwives always they shout to me”, “the midwife should pay more attention to patient”, 
and “the midwife communicates with me improper ways”. However, most respondents still believed 
in the importance of having a midwife present in the labour room. 
Table 1: Chi-square test between the midwife’s tasks and women’ living areas 
Variable Women’ living areas 
1. Conducting normal vaginal delivery 0.551 
2. Performing placenta delivery 0.999 
3. Perineal suturing 0.041* 
       *p < 0.05 
Perceptions of intrapartum care provider selection 
The perceptions of pregnant women regarding the tasks of midwives and physicians in the 
intrapartum setting were quite different. This study found that the majority of respondents (more than 
80%) indicated many midwifery tasks in intrapartum care as being the role of a physician (See Table 
2). These tasks included assessing the progress of labour, performing placenta delivery, performing 
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perineal suturing, and preventing blood loss. In comparison to midwives, less than half of the 
responses identified assessing these tasks as the role of a midwife. However, the majority of the 
respondents (85%)1 believed that a midwife was able to encourage pushing during labour which 
doubles higher than physicians did such this task (46%).2 
Conducting normal vaginal deliveries is part of the training for intrapartum skills for both 
physicians and midwives. It is important to note that only 33%3 of respondents perceived that the 
midwife is trained to conduct normal vaginal delivery, while more than 80%4 believed that a 
physician is qualified for this task. 
Table 2: Midwives and physicians’ tasks 
 
 
 
Tasks 
Midwives Physicians 
Percentage (95% confidence interval) 
Yes* 
 
No* Not 
sure* 
Yes* No* Not sure* 
Assessing labour 
progress 
48% 
(40, 56)  
25% 
(18, 32) 
28% 
(21, 35) 
82% 
(75, 87) 
9% 
(5, 14) 
9% 
(5, 15) 
Encouraging pushing 85% 
(78, 90) 
3% 
(1, 6) 
13% 
(8, 19) 
46% 
(38, 54) 
32% 
(24, 39) 
23% 
(17, 30) 
Conducting normal 
vaginal delivery 
33% 
(26, 41) 
41% 
(33, 49) 
26% 
(20, 34) 
88% 
(82, 92) 
4% 
(2, 8) 
8% 
(4, 13) 
Performing placenta 
delivery 
33% 
(26, 41) 
36% 
(29, 44) 
31% 
(24, 39) 
83% 
(76, 88) 
7% 
(4, 12) 
10% 
(6, 16) 
Preventing blood loss 48% 
(40, 56) 
26% 
(19, 33) 
26% 
(20, 34) 
85% 
(79, 90) 
3% 
(1, 7) 
11% 
(7, 17) 
Perineal suturing 29% 
(22, 36) 
44% 
(36, 52) 
27% 
(20, 34) 
86% 
(80, 91) 
6% 
(3, 11) 
8% 
(4, 13) 
Total 100% 100% 
 
 
A cross-tabulation showed the percentages of responses which indicated conducting normal 
vaginal delivery as the role of the midwife and the physician (see Table 3). It was revealed that 87.8% 
of respondents believed that both the midwife and the physician were trained for this role. In contrast, 
 
1 95%CI= 78%, 90% 
2 95%CI= 38%, 54% 
3 95%CI= 26%, 41% 
4 95%CI= 82%, 92% 
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93.4% of respondents indicated that conducting vaginal delivery was the role of the physician, not 
the role of the midwife. Similarly, 79.5% of respondents reported that they were “not sure” about this 
role for the midwife, but they recognised this as the role of the physician.                A statistically 
significant difference was found in the participants’ knowledge on conducting normal vaginal 
delivery as not being part of the role of the midwife and being largely the role of the physician (W = 
229, Z = -7.959, p < 0.001).   
Table 3: Cross-tabulation – conducting normal vaginal delivery by the midwife and by the 
physician 
 
 
 
 
Most of the open-ended comments demonstrated the participants’ view that the “physician 
conducts normal vaginal delivery while the midwife is the physician’s assistant”. Statistically 
significant findings also indicated that the average of the confidence levels with having a physician 
present during labour were statistically significantly higher than the confidence levels with having a 
midwife as the primary care provider during labour (W = 103, Z= -6.995, p < 0.001).   
Discussion 
This study was undertaken to explore Thai pregnant women’s views about the role of the midwife 
and identify the perceptions and views of Thai pregnant women in relation to the selection of 
intrapartum care providers. Pregnant women’s perceptions of the role of the midwife were found as 
being ambivalent in view of their tasks undertaken in labour and birth. Even though the midwife is 
able to conduct births on their own responsibility1 , a majority of pregnant women did not identify 
certain tasks such as normal vaginal delivery, placental delivery, and perineal suturing as being 
primarily a midwife’s role.  
These findings were different from an Australian study which showed that conducting vaginal 
delivery as the part of a midwife’s role was a normal practice accepted by pregnant women9, while 
showing similarities with studies undertaken in other countries.22,23,24 A previous study in Thailand 
found that 50% pregnant women indicated that midwives were qualified to conduct normal vaginal 
delivery and to perform placental delivery24, which according to the current study would indicate 
perceptions have remained unchanged on a critical role/skill of midwives.  In countries such as India 
 
Conducting normal vaginal delivery by the 
midwife 
No Not sure Yes 
Conducting normal 
vaginal delivery by 
the physician 
 No 4.9% 2.6% 4.1% 
 Not sure 1.6% 17.9% 8.2% 
 Yes 93.4% 79.5% 87.8% 
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and Paraguay, the midwife’s role is becoming invisible as physicians are taking over the tasks 
involved with normal birthing.22,23  
No differences were found in the current study when comparing the perceptions of pregnant 
women in relation to conducting normal vaginal delivery and placental delivery based on where the 
women lived (metro or rural). However, women living in rural areas acknowledged that perineal 
suturing can be performed by the midwife more than those in metropolitan areas, which may reflect 
that  metropolitan-dwelling women have had less experiences of giving birth with a midwife than 
those women in rural areas (10.7% and 20.4%, respectively).8  
Despite less women indicating normal vaginal delivery as the role of the midwife, the 
associated elements of a midwife’s intrapartum care, such as encouraging pushing, diagnosing true 
labour pain, and performing vaginal examination, were largely recognised by the pregnant women to 
be a midwife-related skill. Although over half the women agreed that encouraging pushing would be 
a midwife’s role, there were still just under half who believed it to also be the role of the physician. 
These findings represent the current view of a midwife’s role in Thailand, mainly as giving support 
and assessing health, rather than performing normal delivery and associated tasks. Additionally, 
women perceived midwifery care as being provided with emotional support as opposed to the 
provision of physical support in labour.25,26 It is of concern that there is now less clarity about the full 
scope of the midwife’s role in intrapartum care delivery. Current Thai data reported that 82.1% of 
births in Thailand were attended by physicians while only 16.1% were delivered via normal vaginal 
delivery by the midwife while another 1.8% were assisted by other health staff.8 The Thai Nursing 
and Midwifery Council (TNMC) defined the midwife as a professional qualified to conduct normal 
vaginal delivery for normal pregnancies11 which aligned with the international definition of the 
midwife.1 However, a lack of public awareness of their role may be to blame and this risk will be 
further increased if midwives are not able to get this message across during their everyday practice.   
This study shows that the work of midwives, particularly in attending normal vaginal deliveries 
remains invisible to many pregnant women, who have little idea about what midwives do. The 
International Confederation of Midwives (ICM) noted that women's main source of information about 
midwife care is provided by the midwives themselves.27 Thus, accurate knowledge and understanding 
regarding the midwife’s role during labour and birth is essential to disseminate; hence, it may be 
necessary to review why this message is not being received and understood by pregnant women in 
Thailand. 
Pregnant women in this study had a higher likelihood of accepting normal vaginal delivery as 
a part of physicians’ roles rather than midwives. This phenomenon directly relates to the traditional 
and cultural norms of midwifery practice, where midwives are viewed as being in a subordinate 
position in practice and act as the physician’s assistant.12 One reason why many women may not be 
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aware of the scope of midwives is due to the current overloading of obstetrical practices.28 Due to 
obstetrician-led care, physicians are the main care providers and have a biomedical perspective, with 
labour and birth being considered high-risk events; therefore, obstetric interventions are routinely 
performed to ensure patient safety.29 The power of the medical model within the hospital system can 
thus sometimes negatively influence the role of the midwife in facilitating normal vaginal 
delivery.30,37  
Autonomy may be further reduced when midwives are required to practice strictly within their 
scope of practice and are required to call upon medical doctors for consultation and referral.31 The 
hierarchy of professional prestige has favoured physicians thus further decreasing midwives’ 
autonomy in their scope of practice.2,12,32 Being less autonomous in midwifery practice in a hospital 
setting may influence the perceptions of women interpreting this type of midwifery care as ‘the norm’. 
The pregnant women, thus, recognise the midwife’s role as a subordinate position, without 
recognition of the capacity to conduct normal vaginal delivery as a major task during labour and birth 
for the midwife.32 Thus, according to ICM recommendations, it is important to promote midwifery 
as an autonomous profession, in order to optimise the care that midwife can provide for women and 
their families.1  
The decision-making of women regarding types of birth can be influenced by the perceived 
reliability of healthcare professionals.33,34 It is concerning that this study revealed that even though 
the majority of participants indicated the importance of having the midwife present in the labour 
room, they were likely to be more confident with a physician compared to a midwife. One possibility 
is that women have a poor understanding of the midwife as a primary care provider during labour and 
women feel safer with obtaining care from a physician10. A study supported that women may not 
choose a midwife as a primary carer may be that they have private health cover and therefore are 
birthing within a medical-led environment where the midwife is sometimes viewed as the 
‘assistant’.27 However, the World Health Organization (WHO) noted that midwives are the primary 
providers of care.35 Primary midwifery care sees the midwife function as the woman’s primary 
provider through all stages of pregnancy, being the entry-point to the health care system and providing 
care on their own authority.36 This could maintain a relationship that supports women in need which 
is the most important component to provision of holistic care.1 The Thai Nursing and Midwifery 
Council’s (2019) current policy emphasises women-centred care concepts to support women’s needs 
such as the midwife’s role as a primary health care provider.29 Enhancing the maternity care in 
response to women's unique needs is needed to restore women’s confidence and the public image of 
the midwife as a primary care in intrapartal care. 
The invisibility of midwives found in this study suggests that the awareness of women 
regarding the essential roles of midwifes could be better promoted to pregnant Thai women. 
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Midwifery’s continuity of care models, as recommended by the WHO, enhance autonomy for 
midwives and offers women-centred care by maintaining a relationship that supports women from 
pre- to post- pregnancy.35 These models of care yielded a higher satisfaction among women, improved 
outcomes for women and their babies, and reduced obstetric interventions compared to women 
receiving other models of care.38,39 It is thus important to concern that midwives need to improve how 
they are viewed in order to enhance midwifery care and empower pregnant women. 
Limitations 
Several limitations have been identified in this study. Firstly, collecting data from participants from 
a developing country may be limited, as there will be women who do not have access to the Internet 
thus restricting participation in the survey. A second limit is linked with the inability of providing an 
equal opportunity to be selected to represent the total population of pregnant women due to the use 
of convenience sampling. As such, the data is not generalisable to all populations of pregnant women 
within Thailand or beyond. 
Conclusion  
Understanding the role of the midwife from the perspective of pregnant women in this study is a 
reflection of the current midwifery practice in Thailand. This study determined there was a lack of 
knowledge and misunderstanding among the participants in relation to the role of the midwife in 
intrapartum care as being part of their professional scope. Therefore, it is important to address the 
current lack of visibility of the midwife in Thailand and rebuild women’s confidence and willingness 
to utilize midwifery care in intrapartum care, such as implementing more choices and empowering 
childbearing women. Midwifery-led continuity of care models contribute to an increase in the 
occupational autonomy of midwives, positive birth outcomes, service satisfaction and less use of 
obstetric interventions.38,39 However, invisibility of midwives was found in the current study to be a 
limiting factor in the advancement of midwife-led continuity of care in low-and middle-income 
countries, such as Thailand.32 More research is needed to demonstrate the value of midwives as a 
primary health provider in the context of maternal-child care in Thailand. Improving the perceptions 
about midwives as primary care providers is critical in order to enhance the uptake of midwife-led 
continuity of care and achievement of full scope of practice by midwifes in Thailand.  
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